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Plan-Year Deductible: $300/$900
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This health plan option includes a tiered network feature called Hospital Choice Cost Sharing.
As a member in this plan, you will pay different levels of cost share {such as copayments
and/or coinsurance) for certain services depending on the network general hospital you
choose to furnish those covered services. For most network general hospitals, you will pay
the lowest cost sharing level. However, if you receive certain covered services from any of tha
network general hospitals listed in this Summary of Benefits, you pay the highest cost sharing
level. A network general hospital's cost sharing level may change from time to time. Overall
changes to add another network general hospital to the highest cost sharing level will happen
no more than once each calendar year. For help in finding a network general hospital {not listed
in this Summary of Benefits) for which you pay the lowest cost sharing level, check the most
current provider directory for your health plan option or visit the online provider search tool at
www.bluecrossma.com/hospitalchoice. Then click an the Planning Guide link on the |eft
navigation to download a printable network hospital list or to access the provider search page.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.
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Your Care

Your Primary Care Provider (PCP)

When you enroll in this health plan, you must choose a primary care
provider, Be sure to choose a PCP who can accept you and your
family members and who participates in the network of providers in
New England. For children, you may choose a participating network
pediatrician as the PCP.

For a list of participating PCPs or OB/GYN physicians, visit the Blue
Cross Blue Shield of Massachusetts website at www.bluecrossma.corm;
consult the Provider Directory; or call the Physician Selection Service at

1-800-821-1388.

If you have trouble choosing a doctor, the Physician Selection Service can
help. They can give you the doctor’s gender, the medical school she or he
attended, and whether there are languages other than English spoken in
the office.

Referrals

Your PCP is the first persan you call when you need routine or sick care.
If your PCP decides that you need to see a specialist for covered services,
your PCP will refer you to an appropriate network specialist, who is likely
affiliated with your PCP’s hospital or medical group.

You will not need prior authorization or referral to see a HMO Blue New
England network provider who specializes in OB/GYN services. Your
providers may also work with Blue Cross Blue Shield of Massachusetts
regarding referrals and Utilization Review Requirements, including
Pre-Admission Review, Concurrent Review and Discharge Planning,
Prior Approval for Certain Outpatient Services, and Individual Case
Management. For detailed information about Utilization Review,

sce your benefit description.

Your Cost Share

This plan has two levels of hospital benelits. You will pay 4 higher cost
share when you receive certain inpatient services at or by “higher cost
share hospitals.” See the chart for your cost share.

Note: If your PCP refers you to another provider for covered services
(such as a specialist), it is important to check whether the provider you are
referred co is affiliated with one of the higher cost share hospitals listed
below. Your cost will be greater when you receive certain services at or by
these hospitals, even if your PCP refers you.

Higher Cost Share Hospitals

Your cost share will be higher at the hospitals listed below. Blue Cross
Blue Shield of Massachusetts will let you know if this list changes.
» Baystate Medical Center

* Boston Children’s Hospital

® Brigham and Women's Hospital

¢ Cape Cod Hospital

¢ Dana-Farber Cancer Institute

* Fairview Hospital

* Massachusetts General Hospital

¢ UMass Memorial Medical Center

All other network hospitals will carry the lower cost share, including
network hospitals outside of Massachusetts.

Note: Some of the general hospitals listed above may have facilities in
more than one location. At certain locations, the lowest cost sharing level

may apply.

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each

plan year before you can receive coverage for most benefits under

this plan, If you are not sure when your plan year begins, contact Blue
Cross Blue Shield of Massachusetts. Your deductible is $300 per member
(or $900 per family).

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan
year for deductible, copayments, and coinsurance for covered services.
Your out-of-pocket maximum for medical benefits is $2,500 per member
(or $5,000 per family). Your out-of-pocket maximum for prescription drug
benefics is $1,000 per member (or $2,000 per family).

Emergency Room Services

In an emergency, such as a suspected heart atrack, stroke, or poisoning,
you should go directly to the nearest medical facility or call 911

{or the local emergency phone nurnber). After meeting your deductible,
you pay a copayment per visit for emergency room services, This
copayment is waived if you're admitted to the hospital or for an
observation stay. See the chart for your cost share.

Telehealth Services

You are covered for certain medical and behavioral health services for
conditions that can be treated through video visits from an approved
Telehealth provider. These Telehealth services are available by

using your computer or mobile device when you prefer not to make

an in-person visit for any reason to a doctor or therapist. For a list of
Telehealth providers, visit the Blue Cross Blue Shield of Massachusetts
website at www.bluecrossma.com; consult the Provider Directory;

or call the Physician Selection Service at 1-800-821-1388.

Service Area

The plan’s service area includes all cities and towns in the
Commonwealth of Massachusetts, State of Rhode Island, State of
Vermont, State of Connecticut, State of New Hampshire, and State
of Maine.

When Outside the Service Area

If you’re traveling outside the service area and you need urgent or
emergency care, you should go to the nearest appropriate health care
facility. You are covered for the urgent or emergency care visit and one
follow-up visit while outside the service area. Any additional follow-up
care must be arranged by yous PCP. See your benefit description for
more information.

Dependent Benefits

This plan covers dependents until the end of the calendar month in
which they tnurn age 26, regardless of their financial dependency, student
status, or employment status. See your benefit description (and riders,

if any) for exact coverage details.




" Your Medical Benefits

Covered Services

Preventlve Care
Well-child care visits

Your Cost

Nothing, no deductible

Preventive dental care for children under age 12 (one visit each six months)

Nothing, no deductible

Routine aduli physical exams, including related tests

Nothing, no deductible

Routine GYN exams, including related lab tests (one per calendar year)

Nothing, no deductible

Routine hearing exams, including routine tests

Nothing, no deductible

Hearing alds (up to $5,000 per ear every 36 months)

All charges beyond the maximum, no deductible

Routine vision exams (one every 24 months)

Nothing, no deductible

Family planning services—office visiis

Nothing, no deductible

Outpatient Care
Emergency rooim visits

$100 per visit after deductible
(copayment waived if admitied or for
observation stay)

Office visits, when performed by:
* Your PCE, OB/GYN physician, network nurse practitioner or nurse midwife
» Other network providers

$20 per visit, no deductible
$60 per visit, no deductible

Chiropraciors' office visits (up to 20 visits per calendar year)

$20 per visit, no deductible

Mental health or substance abuse treatment

$20 per visit, no deductible

Short-term rehabilitation therapy-physical and occupational
{up to 30 visits per calendar year for each type of therapy®)

$20 per visit, no deductible

Speech, hearing, and language disorder treatment—speech therapy

$20 per visit, no deductible

Diagnostic X-rays and lab tests, excluding CT scans, MRIs, PET scans,
and nuclear cardiac imaging tests

Nothing after deductible

CT scans, MRIs, PET scans, and nuclear cardiac Imaging tests

$100 per category per service date after deductible

Home health care and hospice services Nothing after deductible
Oxygen and equipment for Its administration Nothing after deductible
Durable medical equipment—such as wheelchairs, crutches, hospital beds Nothing after deductible™
Prosthetic devices Nothing after deductible

Surgery and related anesthesia in an office, when performed by:
* Your PCP or OB/GYN physician
+ Other network providers

$20 per visit', no deduciible
$60 per visit*™, no deductible

Surgery in an ambulatory surgical facility, hospital outpatient depariment, or surgical day care unit

$260 per admission after deductible

Inpatient Care (including maternity care) In:
s Other general hospitals (as many days as medically necessary)
+ Higher cost share hospitals (as many days as madically necessary)

$276 per admission after deduciible!
$1,500 per admission after deductible’

Chronlc disease hospital care (as many days as medically necessary)

Nothing after deductible

Mental hospital or substance abuse facility care (as many days as medically necessary)

$276 per admission, no deductible

Rehabilitation hospital care {as many days as medically necessary)

Nothing after deductible

Skilled nursing facility care (up to 45 days per calendar year)

90% coinsurance after deductible

*  No visit limit applles when short-term rehabilitation therapy |s furnished as part of covered home haalth care or for the treatment of autism spectrum disorders,

** Cost share walved for one breast pump per birth.

" Copayment waived for restarative dental services and orthodontlc treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip and cleft paiate.

1 This cosl share applies to mental health admissions in a general hospital.
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' Prescription Drug Benefits* Your Cost**

Al deslgnated retail pharmacies No deductible
(up to a 30-day formulary supply for each prescription or refill) $10 for Tier 1
$30 for Tier 2
$66 for Tier 3
Through the designated mail service pharmacy No deductible
{up to a 90-day formulary supply for each prescriptian or refill) $95 for Tier 1
$76 for Tier 2
$165 for Tier 3

*  Generally, Tier 1 refers fo generic grugs; Tler 2 rafers to preferred brand-name drugs; Tier 3 refers to non-preferred drugs.
*' Cost share may be waived for certain covered drugs and supplies.
** Certain generic medications are available through the mall service pharmacy at $9. For more Information, go to www.bluecrossmacom/mail-serdce-pharmacy.

Get the Most from Your Plan
Visit us at www.bluecrossma.com or call 1-800-782-3675 to learn about discounts, savings, resources, and special programs available to
you, like those listed below.

Wellness Participation Program
Reimbursement for a membership at a health club or for fitness classes $160 per calendar year per policy
This fitness program applies for fees pald to: privately-owned or privately-sponsored health clubs or fitness facilities,
Including individual health clubs and fitness centers; YMCAs; YWCAs; Jewish Community Centers; and municlpal fitness
centers, (See your benefit description for details.)

Reimbursement for participation in a qualified weight loss program $160 per calendar year per policy
This welght loss program applies for fees paid to: a qualified hospitak-based weight loss program or a Blue Cross Blue
Shield of Massachusetts deslgnated weight loss program. (See your benefit description for details.)

Blue Care Line®—A 24~hour nurse line to answer your health care questions—call 1-886-247-BLUE (2583} No additicnal charge

Questions?
For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3678, or visit us online at www.bluecrossma.com.
Incerested in receiving information from us via e-mail? Go to www.bluecrossma.com/email to sign up.

Limitations and Exclusions. These pages summarize the henefits of your health care plan. Your benefit description and riders define the full cerms and conditions
in greacer detail. $hould any questions arise concerning benefits, the benelir description and riders will govern. Some of the services not covered are: cosmetic surgery;
custodial care; most dental care; and any services covered by workers’ compensation. For a complete [ist of limications and exclusions, refer to your benefit description
and riders, Note: Blue Cross and Blue Shield of Massachusetts, Ine, administers claims payment only and does not assume financial risk for claims.

@ Reglstered Marks of the Blus Gross and Blue Shleld Associallon. € 2018 Blue Cross end Blua Shlsld ol Massachusetls, Inc. Il
Prinled al Blue Cress and Blus Shleld of Massachusetts, Inc. Uav BlueCross®
182414CE (2/18) PDF CD “ %" BlueShield'




Nondiscrimination Notice

MASSACHUSETTS

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetts provides:

* Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

* Free language services to people whose primary language is not English, such
as qualified interpreters and information wtitten in other languages.

If you need these services, call Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

If you heed help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shleld ol Massachusalls Is an Independeit Licensee of Ihe Blue Cross and Blue Shleld Assaclatlon. @ Reglstered Marks of the Blug Cross
and Blua SnlaTd Assaclallon. © 2016 Blus Cross end Blue Shiald of Massachusalls, Inc., and Blue Cross and Blua Shlald of Massachuseila HMO Blua, Ine.
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Trénslation Resources

MASSACHUSETTS Proficiency of Language Assistance Services

Spanish/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos
de asistencia con el idioma. Llame al nimerc de Servicic al Cliente que figura en su taijela de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAQO: Se fala portugués, sdo-lhe disponibiizados gratuitamente
servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do ndmero no
seu cartdo ID (TTY: 711). '

Chmese/ﬁﬁ!‘:FI R MBEIHF, BOWEERBREES MRS . BRITE D FLA
SRR RRSE TV 56E: 711) .
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreydl ayisyen, sévis asistans nan iang

disponib pou ou gratis. Rele nimewo Sévis Marm nan ki sou kat Idantitifkasyon w lan {Sévis pou
Malantandan TTY: 711),

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi ndi Tiéng Viét, cac dich vu hd trg ngdn nglt dugc cung cap cho
quy vi mién phi. Goi cho Dich vy Héi vién theo sO trén thé ID cla quy vi {TTY: 711).

Russian/Pycckmit: BHUMAHWE: ecnu Bbl roBopuTe no-pyccku, Bot MoxeTe BOCNONb30BaTbCA BecnnatHbimm
ycnyramm nepesogvuka. Fo3soHnte 8 oTAen 00CNYXMBAHUA KNMEHTOB NO HOMEPY, yKaszaHHOMY & Batuen
raerRTAPUKaUnoHHoM KapTe (tenetain: 711).

Arabic/,us;
gl Slaz) dhsh Btk e dgesll oS e el Slaasy Jasl @l dwctly Blonn dyogill Buslunk) Gilass ;35338 (dy yudl 23l Gronts €S 1] okl
(711 TTY" (Sl puald gail
i
nhuahainlats

Mon-Khmer, Cambodian/igs: MifjSEnNN3 {11858 Lfii;i” § N WM
UGS WMANRERALE AHNGIANSINUYAY A gIas Il
IsTei G QN ArE AT Z BIURGHA (TTY: 711)1

French/Francais: Aﬁ'ENTION . 8 vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indigué sur votre carte d'assuré

(TTY : 711).
ltalian/Italiano: ATTENZIONE: se pariate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i rmembri al numero riportato sulla vostra scheda identificativa

(TTY: 711),

Korean/8t=0]; =2|; S1=20{E AIBsiAle 4%, HH A@ MEIAE FEZ 0|86Hal
UBLILE, Aete] D ZH=0ll e MEHSTY. 711)E A5 5|3 AH|AH s P.AAI#
Greek/AAnvika: NMPOZOXH: Edv uhate EMnvikg, diotlBevral yia oag umnpecleg yhwookig BoriBeiac,

dwpedv. Kaaéote v Yrnnpeola EEumnpétnong Mehiv otov aplBpd tng kaptag péhoug oag (ID Card)
(TTY:711).

g
ifd

“5?’5”
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Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzysta¢ z pomocy
iezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fSy: ear=t & 3fg 3 fawer e & oY o weraem dad, 39 & fov e
3UGEY §1 HEET HaT3T & MG HE.E. FE W BT A0 FAe W el FY (@A 711),

Gujarati/oyeeRidl: tiel Bl oA dH oLl elletdl €, dl dHed Sl A8ladL Al [l wed Guaoey 8,
aniL 2UsSE 518 uR 2UEL 61z W2 Member Service 4 Sie 521 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na

mga lioreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong

nasa iyong IO Card (FTY: 711).

Japanese/EAGE: SHIS Y BAEEE BELICESHIZEROSET VALV AT —CAET

%'%Hi L\chc‘)bfiﬁi IDA—FICEEHOEFES ZERAL AN —EAECHBEBHICEL
TTY: 711},

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht lhnen kostenlos fremdsprachliche
Unterstlitzung zur Verfigung. Rufen Sie den Mitgliederdienst unter der Nummer auf lhrer ID-Karte an

(TTY: 711).

Persian/laly:

wtbabid )lS (95 s (A3 jlads L .,S ol Lk msl s O Cyene W ) KaS wleds azeal ulh Lot OL‘.J'.S" iz
TTY: 711) 0,80 elad «liact clessn Ghou b 38

Lao/wr7290: 200LIS1a: HacRcdwrzld, Bnudinmgoscdiedmwizlviinlos

Ocgoen. tmaed3nmstudniivuieconinardugdludossguiny (TTY: 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat'i’ &i

t°44jillk’e bee nikd’a’doowotgo &l nd’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé’ ndomba bika’{gfiji’

béésh bee hodiilnih {TTY: 711).

Blue Cross Blue Shield of Massachusetts |s an Independant Licansee ol lhe Blua Crosa and Blue Shleld Assoclalion. @ Registerad Marks of Ihe Blua Cross
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